Introduction
Trust underlies many interactions in health care, from patients to providers to insurers and suppliers. While it is clear that trust in patient-provider relationships is important, ways in which people's trust in providers may affect their health care-seeking behaviour is an area that is still not well understood. In a low-income country like Cambodia, with a tumultuous history and low literacy rates, anecdotal evidence suggests that people often talk about going to a provider because they trust certain providers more than others. Provider reputation and trust tends to go hand-in-hand, where villagers describe seeing providers recommended by trusted individuals in the community. We hypothesized that people are likely to trust public, private and non-medical-sector providers differently, and may have distinct reasons to trust them. With over 20 years of war and internal strife in Cambodia, where deception and mistrust were commonplace and most doctors were killed as an educated class (Chandler 2000; Dubois et al. 2004) , understanding what it means to trust providers and whether people's trust in them affects provider choice can guide future health policy.
Health care providers in Cambodia are broadly classified into the public sector, the private sector, or the non-medical-sector. According to the Cambodian Demographic and Health Survey of 2005, of the 91.5% of individuals who sought first treatment for their illness or injury, 21.6% sought treatment from the public sector, 48.2% from the private sector and 20.8% from the non-medical-sector (DHS 2005, Box 1). People were twice as likely to seek health care from the private sector compared with the other sectors regardless of whether it was their first, second or third treatment (DHS 2005, Box 1). Questions remain as to why Cambodians prefer seeing private sector providers over public providers, and why they seek care in the non-medicalsector just as much as they seek care in the public sector.
The distinctions among public, private and non-medicalsector providers can be very subtle in low-income countries. In Cambodia, it is common for the same providers to work in the health centre in the morning and in private clinics in the afternoon. The private sector includes qualified and unqualified professionals, for-profit and not-for-profit hospitals, and offers both western and traditional medicine. Although the dual faces of these health care providers make it difficult to classify their origins, a comparison of public, private and non-medical-sector providers offers important insights into Cambodians' health care provider preferences and the role that trust plays in their decisions.
Trust is defined as 'the optimistic acceptance of a vulnerable situation in which the truster believes the trustee will care for the truster's interests' (italics in original) (Hall et al. 2001) . Trust involves an element of risk, where the motives, intentions and future actions of another individual or entity are uncertain, and an individual must depend on another (Misztal 1996; Mansbridge and Warren 1999; Uslaner 2002) . Trust plays an important role in health care because providers know more about the treatment options, costs and efficacy of treatment, whereas patients know more about their medical history, financial resources and personal preferences. While patients are vulnerable to and dependent on decisions made by health care providers, trust can also strengthen the patient-provider relationship by fostering personal disclosure and co-operation in treatment. As Gilson notes, 'trust is important to health systems because it underpins the co-operation throughout the system that is required for health production' (Gilson 2003) .
While trust is often closely linked with quality of care, it is distinct as a measure that focuses on the relational nature of exchanges between two parties. Trust captures the latent relationships and exchanges among different parties in a health system, while quality of care explains the actual events and observed behaviours of individuals (Thom 2004) . Quality of care is a more tangible concept that includes some observed and measurable attributes such as availability of equipment and frequency of service provision. Quality of care is not defined by a relationship or existence of risk. On the other hand, trust is found in interactions where the truster is vulnerable to the trustees' uncertain actions. Trust captures the relational nature of interactions between two parties that can reveal communication hurdles and people's beliefs in a system. Trust can take two forms: interpersonal and impersonal or institutional/organizational trust. While trust in acquaintances describes a form of interpersonal trust, trust in strangers, social systems or organizations exemplifies a form of impersonal trust. Both forms of trust may be present at the same time. In health care, patients may trust providers because of their personal relationships and interactions with doctors, or because of their trust in the overall health system. Impersonal trust is built on the monitoring and disciplinary procedures embedded in health care institutions and the legal system that may make it possible for individuals to trust the employees of organizations (Bloom 2008) .
Only a small number of studies have measured trust in health care settings to date (Hall et al. 2001; Goudge and Gilson 2005; Bova et al. 2006; Hall et al. 2006; Moseley et al. 2006) . Recent work has begun to highlight the potential value of trust in understanding the performance of health care organizations and health systems (Tyler et al. 1996; Lane et al. 1998; Mechanic 1998; Gilson 2003; Zhang et al. 2006; Devadasan et al. 2009 ).
Box 1 Health care providers: public vs private vs nonmedical sector Public providers consist of those employed by the government, including national, provincial or district hospitals, health centres, health posts and outreach workers. Health centres offer primary care, while hospitals offer secondary and tertiary care. Health centres are the primary point of contact within the public sector in Cambodia, where 7.8% of people in urban areas and 13.6% in rural areas seek care (DHS 2005) .
Private providers include private hospitals, clinics, pharmacies and private medical professionals offering care at their home or office, or at patients' homes. A visit to a private pharmacy for first treatment is common in urban areas of Cambodia, with 25.1% of people seeking care compared with 6.6% in rural areas. Private clinics are used for first treatment by 14.8% of people in urban areas and 6.3% in rural areas. Patient home visits and visits to health workers' facilities are more popular in rural areas (30.8%) than in urban areas (17%) for first treatment (DHS 2005) .
Non-medical-sector providers entail shops and markets that sell drugs along with groceries and other goods, traditional birth attendants and Cambodian traditional healers called the Kru Khmer. Shops and markets are the overwhelming choice for first treatment within the nonmedical-sector, serving 13.1% of people in urban areas and 20.1% in rural areas (DHS 2005) .
COMPARING TRUST IN PUBLIC AND PRIVATE PROVIDERS
Trust in patient-provider relationships has been studied in different country settings (Mechanic and Schlesinger 1996; Thom and Campbell 1997; Kao et al. 1998; Hall et al. 2002; Balkrishnan et al. 2003; Schneider 2005) , but none have measured or examined patient-provider trust in the context of Cambodia, a low-income, post-conflict country.
Methods
This study employed a mixed methods approach using both qualitative and quantitative research techniques. The study population for both components comprised community members in Thmar Pouk operational district in Banteay Meanchey province aged over 18 years, who do not have a health care provider in the immediate family. These conditions ensured that we examine trust in a typical rural setting in Cambodia and separate people's trust for family members from trust for health care providers.
Qualitative methods were first used to understand how villagers view and trust health care providers, in order to understand societal norms. Focus groups were held in seven villages spread out across the district. Mixed-gender groups were used since pre-tests did not observe gender dominance or critical gender-specific differences in trust. Each focus group consisted of 7-13 individuals identified using a snowball sample. Focus group discussions were organized around villagers' opinions and interactions with public, private and nonmedical-sector providers as well as the social norms around the decision to seek health care. The study asked where people go for health care, why they go there and what their relationships are with these providers. A standard interview guide was used with various probes to stimulate discussion and elicit villagers' responses. Discussions were organized such that people could volunteer the word trust in their responses rather than being asked direct questions about trust.
All focus group discussions were tape recorded, transcribed and translated. Transcripts were analysed using the framework approach, an applied qualitative research method, which evolved from grounded theory (Pope et al. 2000) . Both inductive and deductive methods were used in the analysis, where pre-set aims and objectives were reflected upon and themes were brought out of the data. The analysis involved line-by-line coding, writing of memos, indexing, charting and mapping the data, as well as development of a glossary of important local terms. The glossary and list of synonyms helped identify local words that could be interpreted as trust. Analysis was conducted using the latest version of the Atlas.ti software.
Findings from focus group discussions were incorporated into questions measuring provider trust in the subsequent questionnaire. Based on a literature review of existing constructs and measures of trust, a trust scale developed to measure patients' trust in the medical profession in the United States was culturally adapted to fit the Cambodian context. A technique using qualitative research to inform survey development was applied (Nichter et al. 2002) , where words and phrases in the questionnaire were modified and new questions were added. For example, the glossary from the qualitative research guided the choice of words in the questionnaire for concepts such as 'trust', 'provider' and 'treatment'.
Since meanings of trust are known to be highly context dependent (Goudge and Gilson 2005) , this process ensured that the trust questions were locally appropriate, clear and comprehensive.
Quantitative methods were then applied to measure provider trust levels. A cluster random household survey was carried out with a 28-village, 20-persons/village sample (n ¼ 560). The questionnaire included 24 trust questions for public and private providers separately, along with questions on demographic characteristics and health care utilization. Trust questions were taken directly from the medical profession trust scale developed in the United States , modified to fit the Cambodian context, or added by the study team to reflect our findings from focus group discussions. Questions were translated, back-translated and piloted prior to data collection. Nonmedical-sector providers were not included in this survey since they typically provide medicine only for minor conditions, and trust for non-medical-sector providers appeared less comparable with that of public and private providers.
Trust questions were measured using a five-point Likert scale, where statements were read and responses ranged between: strongly agree, agree, neutral, disagree, strongly disagree, and don't know. The 'don't know' answers were converted to values on the trust scales using multiple imputations from a uniform distribution, resulting in conservative estimates. This allowed the research team to develop a trust scale used in other analyses. Scoring was reversed for the nine negatively worded questions, such that higher coded values always denote greater levels of trust. Percentages responding to each category were also noted.
Statistical analysis using T-tests was conducted to ascertain differences in average trust levels between public and private providers for each question. P-values were noted, and significance levels lower than 0.05 were marked. Since every individual acted as their own control by responding to both public and private provider trust questions, results were compared directly. Table 1 presents the demographic characteristics of individuals who participated in the focus groups and the household survey. Those who volunteered to join the focus groups tended to be female (88%), married (85%), in their 40s and 50s (69%), with no formal schooling or some primary education (93%). The household survey enrolled a greater number of males (31%) and observed an even distribution of age groups and moderately higher levels of education.
The study was approved by the Cambodia National Ethics Committee for Health Research (NECHR) as well as the ethics committee at the Johns Hopkins School of Public Health. Informed consent was obtained from all study participants.
Results

Qualitative analysis
When villagers in northwest Cambodia were asked where people tend to go when they become sick, a wide variety of health care providers were identified. For slight illness, people tended to go to drug stores, grocery stores or pharmacies, health centres, private clinics, private village doctors, wife/ husbands of private practitioners and mobile practitioners.
For serious illness, villagers identified going to referral hospitals (district and provincial hospitals), private village doctors and private clinics. Private providers ranged from those who are clinically trained and also work at public facilities, to those who only trained on-the-job.
Trust in health care providers appeared to be very high. In focus groups, villagers stated that ''people trust in providers'', ''I believe in providers'' and ''we expect that health care providers can help us''. When asked for the reasons for trusting providers, respondents mentioned providers' skills, ''the good medicine'' they have and providers' ability to ''cure our diseases''. Regarding payment, patients being able to owe money to providers and providers not asking for more money were cited as reasons to trust providers. Respondents tended to talk about their confidence in providers using words such as ''we are happy with [the] provider'', ''I believe in him (the provider)'', ''I respect health staff'' and ''we thank them (the health staff) because they really cared for us''.
Trust in a health care provider appeared to play a role in villagers' choice of provider. When respondents were asked why they went to seek care from a particular health care provider, they immediately talked about their relationship and interactions with the provider as reasons they sought care from that provider. Specific reasons villagers chose public, private or nonmedical-sector providers are described below (see Table 2 ).
Trust in public providers People described most public providers as being ''honest'', ''sincere'' and having ''good [medical] skills''. Respondents often named specific individuals within the health centre who they had seen or heard about. Positive interactions people have had with these providers were discussed as reasons to see them; for example, public providers ''do not bad-mouth people'', describe the ''status of [the] disease'' and have the ability to ''cure us''. Another common reason to seek care from a public provider was people's belief in the effectiveness of the referral system: ''if the health centre cannot treat the illness, [we believe the staff will likely] refer [us] to Mongkol Borei (provincial) hospital''. At the same time, some people also expressed doubts and reasons not to fully trust public providers: ''[I know] some staff [who] are not friendly''; ''rich people do not go there [to the health centre]''.
Trust in private providers
Reasons to visit private providers tended to be the more personal and practical manner in which they provide treatment. Cambodians in the study talked about most private providers as ''friendly'', ''gentle and sympathetic''. Villagers often mentioned the location or names of specific private providers they trust. Respondents suggested that their interactions with them were personal, with ''one doctor for one patient'', where the provider may already know the patient as a ''close friend'' from the village. Calling private providers was ''comfortable and easy'' where providers ''treat [patients] carefully'' and patients can ''owe some money''. People trusted private providers to come to patients' homes to treat them at any hour of the day. There were also a few sceptics hesitant to fully trust private providers: ''[some private providers are] not polite'' and ''[they] will not accept patients if [the condition is] very serious''.
Trust in non-medical-sector providers
In this study, non-medical-sector providers tended to be ''a neighbour's house'', ''drug store'' or ''the local market'', and they were frequented by people with ''minor symptoms'' such as a cold, headache, dizziness, diarrhoea or stomach ache. Many expressed their trust for non-medical-sector providers, saying that they ''expect to be cured'' and that ''most people buy medicine at [the] drug store in the village''. Reasons to trust these providers included their convenience and accessibility, for example as a source of ''emergency first-aid at night'' and ''[for] use when we get sick on the weekend''. Some 
Comparing people's trust across providers
In evaluating whether people have greater trust in public or in private providers, discussions from focus groups in Treas and Slorkram villages offer some insight. In Treas village, respondents said they trusted private providers more than public providers, because private providers ''come to our homes immediately after we [make a phone] call'', ''treat us carefully'' and ''[we think the treatment lets] patients recover quickly''. However, in Slorkram village, respondents said they trusted public providers more than they trusted private providers. Villagers here mentioned a specific doctor at the health centre who is ''friendly'', ''tells us about the status of [our] disease'' and is on call at any time. They also described the comfort of knowing that they will be referred to the district or provincial hospital if the health centre staff cannot treat the illness. There were no major disparities between these villages that could explain the different perspectives on trust. The reasons to trust public and private providers may be different, and the overall levels of trust appear to depend on a combination of these reasons.
Comparing non-medical-sector providers to other providers, people seem to value the convenience of buying drugs at stores. Buying medicine from drug stores, grocery stores and local markets for self-care was especially popular for what are considered ''minor symptoms'', with people only seeking care from public or private providers once the symptoms become more severe. Recognition of these stores as places where most villagers go to buy medicine made non-medical-sector providers well-received in the community.
Other factors that affect provider choice Many other factors besides trust can affect the choice of health care providers. Factors such as location and accessibility were observed in this study. For example, some people mentioned the proximity to home and 24-hour operation of hospitals as reasons to visit certain private facilities. Others talked about buying medicine in the drug store because the health centre is closed for outpatient services on nights and weekends.
Price and affordability of care were also mentioned as a factor influencing people's choice of providers. This supports the existing literature about the importance of cost in the choice of care. Villagers appreciated how public providers allow people to seek care ''when [we] don't have much money''; also ''we go to health centre because we pay less there''. On the other hand, villagers described the high expense of private providers: ''[they] ask for a lot of money''; ''if [we have] no money, we dare not go''.
Quality and availability of medicine also appeared to influence people's decisions on where to seek health care: ''I like private [providers] , because the medicine is good compared to [the] health centre''; ''we buy drugs from the store'' because ''medicine from [the] health centre is not effective''. Some respondents said that ''the health centre only provides Paracetamol [a widely used pain reliever and fever reducer]''.
Time was an important consideration in villagers' decisions to seek care from private providers. Villagers talked about waiting a long time to be seen by public providers, queuing to get checked up, waiting to obtain medicine and being admitted to the hospital for days at a time. People appear to be considering the opportunity costs of time and the risk of aggravating the illness in their choice of providers: ''because we need to wait a long time [in health centres], we worry our disease becomes more and more serious''; ''the disease worsens while waiting''.
Receiving intravenous (IV) injections also appeared to play a role in people's decisions to use private rather than public providers: ''[the health centre] gives pills, but no [IV] injections''; ''the health centre doesn't use IV injection so [we] don't trust them [public providers]''. While western medical practices favour pills over IV injections given the risks of infections with needles, the local perception in Cambodia is that these injections are far more effective than pills and work for almost all illnesses. While health centres appear to be correctly following the guidelines established by the Ministry of Health to refuse patients who request unnecessary IV injections, receipt of injections appears to be an important consideration in patients preferring to access private rather than public providers. This could be argued to be a case of misplaced trust in an intervention that may not be necessary and is actually riskier. While understanding when trust is misplaced is beyond the scope of this paper, it is an essential area of future research on trust.
Quantitative analysis
To measure and compare provider trust levels, a household survey was carried out with 24 provider trust questions.
Responses were coded between one and five, where larger values denote greater levels of provider trust. Areas where public providers received higher average trust scores than private providers include an effective referral system (public 4.69 vs private 3.79, P-value < 0.01), skills and abilities of providers (public 4.17 vs private 3.96, P-value < 0.01) and good quality of care at hospitals (public 4.02 vs private 3.81, P-value < 0.01) ( Table 3) . More people agreed with the statement that ''all in all, you trust [the providers] completely'' for public providers (public 4.21 vs private 3.78, P-value < 0.01). While people generally expressed some worries about putting their lives in the hands of either health care provider, respondents were less worried about public providers (public 2.94 vs private 2.64, P-value < 0.01). Public providers were perceived to not act differently toward rich people than toward poor people as compared with private providers (public 2.56 vs private 2.40, P-value 0.04).
Weighing the different reasons respondents cited to trust public providers, 79% strongly agreed that public providers' ability to refer patients if they cannot treat them was important. Fifty-three per cent of villagers strongly agreed that public providers always tell the truth about the status of the disease and different treatment options, and another 53% strongly disagreed that public providers may share embarrassing information about them with others. Other reasons for respondents trusting public providers included: trusting their decisions about medical treatments (51% strongly agreed), and trusting in their skills and abilities (49% strongly agreed). Half of the respondents strongly agreed that they trusted public providers completely, while 47% strongly agreed that they were very satisfied with the care provided by public providers. As for concerns about seeking care from public providers, 36% of respondents strongly agreed that sometimes they wait a long time before the public provider treats them, and 32% strongly disagreed that sometimes public providers allow them to owe money.
In contrast, the issues for which private providers received higher Likert scores than public providers are listed in Table 4 . Compared with public providers, private providers were perceived to be very friendly and approachable (public 3.85 vs COMPARING TRUST IN PUBLIC AND PRIVATE PROVIDERS i25 private 4.28, P-value < 0.01), easy to make contact with (public 3.73 vs private 4.09, P-value < 0.01) and to care about patients' health just as much or more than patients do (public 3.50 vs private 3.90, P-value < 0.01). People stated that private providers sometimes allow them to owe money for care (public 2.66 vs private 3.29, P-value < 0.01). Compared with public providers, more people agreed that private providers pay attention to what patients tell them (public 3.01 vs private 3.31, P-value < 0.01). Average trust scores were low regardless of provider when respondents were asked whether providers may try to hide serious mistakes that they made (public 2.27 vs private 2.36, P-value 0.05).
Among factors villagers cited to trust private providers, 54% of respondents strongly agreed that being very friendly and approachable was important; 49% strongly agreed that private providers are extremely thorough and careful; and 46% suggested that they are easy to make contact with. Nevertheless, villagers also expressed concern about private providers, with 60% of villagers agreeing strongly that private providers' medical decisions are influenced by how much money they can make. Forty-one per cent of respondents also noted that private providers act differently toward rich people than toward poor people.
In our study, 275 respondents had ill/injured household members who had sought care in the last 30 days. For each health care provider utilized, respondents were asked to provide all applicable reasons for why care was sought from that provider. Table 5 presents the top 10 reasons villagers decided to seek care from public and/or private providers for an illness/ injury of a family member in the past 30 days. The three most common reasons for going to a public provider were ''having health insurance'' (75% among those who used public providers), ''location close to home'' (30%) and ''low cost'' (15%). On the other hand, the three most common reasons for seeking care at a private provider were ''location close to home'' (41% among those who used private providers), ''trust in private providers'' (28%) and ''less waiting time'' (22%). Trust in health care providers was noted as an important factor in villagers' choice of health care provider, with 10% of those who sought care at public facilities and 28% of those who sought care from private providers noting that their trust in providers affected their decisions. Trust in the health care provider was listed as the fifth and second most important consideration for choosing the health care provider, respectively.
Discussion Trust in providers matters
Interactions and relationships built between patients and providers appeared to be important factors in Cambodian's decisions on where to seek care. Respondents mentioned relationships with specific doctors at the health centres, named practitioners at private clinics and neighbours who sell drugs. In each of these cases, there was a personal relationship built between the patient and provider that people valued in their care-seeking decisions. Villagers ultimately tended to make care-seeking decisions based on specific individuals who work within these organizations rather than the specific institutions or organizations themselves. This suggests that in Cambodia, interpersonal trust between patients and providers may be more important in people's care-seeking decisions than impersonal trust in health care institutions. We also found that villagers' trust in providers was in the top five considerations in choosing where to seek health care. Villagers appeared to believe in doctors in general, demonstrating people's trust in doctors as a professional group. This suggests the need to strengthen interpersonal relationships in health care and the dependence of organizations on their individual workers' personal networks and interactions.
This study suggests that there are different reasons why Cambodian villagers trust public and private providers. People trusted public providers for their medical skills, referral system and honest interactions with patients. Private providers were trusted for their comfortable and easy treatment provided at patients' homes; they were thought to be friendly, sympathetic and to allow patients to owe money if they cannot pay at the time of seeking care. This highlights why people trust public or private providers and provides insight into what it may mean when people say they prefer a particular provider because of trust. These findings can be used in efforts to improve trust in issues relating to relationships with health care providers in the future.
It is unclear how much the historical context of Cambodia or the low literacy rates in rural areas affect the importance of trust in health care decisions. A separate study comparing the role of trust in multiple countries would shed light on societal factors that may affect trust.
Trust vs quality of care
This study establishes the importance of trust as a unique concept, separate from quality of care, which plays a key role in people's health care decisions. Villagers described their relationships with different providers which influence their care-seeking behaviour. Various reasons to trust providers were revealed, which are often not exposed by simply asking about the quality of care received from providers. Trust is distinct from the general concept of quality of care, focusing on the relational nature of interactions that take place before patients decide where to seek care and become vulnerable to providers' decisions. While two doctors may offer the same quality of care, patients' greater trust in one doctor may determine where they seek care.
Besides patients' trust in providers, other factors such as price and affordability of care, quality and availability of medicine, waiting time and receiving IV injections were also noted to affect the choice of health care providers in Cambodia. Many of these factors are often considered to be components of quality of care. These are tangible attributes of care that should be monitored and improved. However, this study suggests that measuring the quality of care may not be enough to comprehend people's health care decisions without also understanding their relationships with and trust in different health care providers.
The concept of trust is closely linked with quality of care, as good quality of care can build trust and better trust may improve the quality of care. Trust by patients has been found to improve patients' acceptance and uptake of medical treatment in other studies (Safran et al. 1998; Krupat et al. 2001) . For example, the quality of interaction, degree of disclosure, amount of autonomy in decision-making and level of engagement in behavioural change are all likely to be influenced by a trusting patient-provider relationship (Mechanic 1998; Mechanic and Meyer 2000) . Our findings call attention to the importance of both understanding and measuring trust in health care service delivery and health systems, along with quality of care.
Health care-seeking behaviour
A number of other studies have looked at trust and health care-seeking behaviour in low-and middle-income countries. In Sri Lanka, institutional trust was seen in public providers but their poor interpersonal relationships acted as an access barrier, pushing people to seek care from private providers (Russell 2005) . Our study results show many similarities between public and private providers in the Cambodian context. Other studies contextualize and endorse our findings. In South Africa, patients demanded respectful treatment in terms of positive attitudes, technical competence as well as institutions that enable fair treatment, which provides the basis for patient-provider trust . In Tanzania, roots of health-seeking choices were traced to three sources: community scrutiny, signals of trustworthiness such as reputation, and individual knowledge and networks (Tibandebage 2005) . While our study did not examine the link between trust and health outcomes, a study in China found that individual-level trust was associated with better self-reported health and worse mental health (Wang 2009 ). More research is needed around the notion of trust in health policy debates in low-and middle-income country contexts (Gilson 2006) . Various theories have been developed in sociology, psychology, public health and anthropology to explain how people decide to seek care. One of the most accepted paradigms, the health belief model, suggests that people's behaviours are influenced by: (i) their perceived susceptibility to the illness, (ii) the perceived severity of the illness, (iii) perceived benefits of the treatment behaviour, (iv) perceived barriers to that behaviour, and (v) other variables such as socio-demographic factors (Rosenstock 1974) . The more serious the disease is perceived to be, and the more effective the cure, the more likely people are to incur costs of time, money and effort to seek treatment. Self-efficacy, known as one's belief to successfully execute the behaviour, is also described to play a role (Bandura 1977) .
Studies of health care-seeking behaviour around the world have found evidence to support this paradigm. One's ability to recognize the illness and its severity have been found to affect people's choice of health care provider (Beiersmann et al. 2007; Khun and Manderson 2007; Wiseman et al. 2008 ). Perceived quality of services, including the availability of treatment and perceived efficacy, are often weighed against perceived accessibility to different health care providers and the monetary and opportunity costs of treatment and transportation ( Our study endorses this paradigm, as Cambodian villagers differentiated their care-seeking behaviour based on the severity of illness, seeking care from non-medical-sector providers for minor symptoms and from public and private providers for more serious conditions. Perceived benefits of visiting providers were weighed against perceived barriers, considering whether providers are honest, friendly, have good medical skills and an effective referral system, or allow patients to owe some money. This study contributes to the existing paradigm with our finding that villagers' personal relationships and perceptions about health care providers were found to be an important determinant of where villagers sought care.
Conclusion
This study has illustrated that villagers' trust in various health care providers appears to be an important consideration that influences people's health care-seeking behaviour in Cambodia. People described their trust for public and private providers differently, highlighting various aspects of health care providers that encourage and discourage them to trust. Measuring people's trust in various providers is essential to understand who is more likely to seek care from which providers, what care they may receive and what treatment recommendations they may comply with. Further research is essential to explore the extent to which trust affects people's choice of health care providers in comparison with other factors. Patients' trust in a variety of providers should be given greater attention in public health as their trust may influence care seeking, which may ultimately affect health outcomes.
